With MIr. Clifford White's generous help, a Wertheim hysterectomy was performed, the uterus being removed with the fcctus in situ. The patient made a good initial recovery, but died some three months later from metastases in bone and lung.
Mr. ARNOLD WALKER said that he bad under his care a patient who, in 1934, had been treated by radium for sarcomatous polyp, at a well-known hospital. She had just been delivered of a full-time child. Nothing abnormal was found during pregnancy and labour also had been normal. His experience during the past eight years at the Radium Centre of the L.C.C. was that sarcoma of the uterus in any form was extremely rare. The criteria accepted by many pathologists to justify a diagnosis of uterine sarcoma showed marked divergence of opinion, and, he considered that the evidence for this diagnosis required very careful investigation before a patient should be condemned to all that it entailed.
Tubal Pregnancy Associated with (or caused by) an Ovarian Cyst.-
. This specimen was removed from a woman aged 26 who had had one child eight months previously. She had nursed the child only a fortnight. The labour had been straightforward. She gave a history that for six weeks she had had vaginal discharge, sometimes red, sometimes brown, but no proper period until fourteen days ago when she bad bleeding for a week like a period. Five days ago, she was taken ill with pains in the stomach. Menstruation had been regular after the confinement until six weeks ago. The patient was pale; pulse 96; temperature 990; there was tenderness on suprapubic pressure. On bi-manual examination, there was great tenderness and a soft swelling on the right side of the uterus. At operation next day, exploration of the uterus showed no placental tissue; laparotomy was, therefore, performed. There was free bleeding in the pelvis and the right appendages were surrounded in a mass of blood-clot. The ovary and tube were delivered and removed from this mass. The tumour consisted of an ovarian cyst about 1d in. in diameter, and on the top of this was the fallopian tube containing the remains of the ovum, the small fcetus and the umbilical vesicle, and a mass of blood-clot. The course of the fallopian tube was very much altered and bent by the ovarian cyst and it appeared possible that there might have been occlusion of the tube through this at its proximal end. The left tube and ovary were healthy.
MetrochylorrhCea.-V. B. GREEN-ARMYTAGE, M.D. I am reporting this case because of its extreme rarity. I can find no reference to it in continental, American or British literature.
Norma H. Parents both Londoners who have never been out of England. Seven years ago, when aged 6i years, the patient was taken to the Princess Louise Hospital for Children, on account of profuse vaginal discharge. She was seen by Dr. Janet Aitken, and the report was " no gonococcus; no pus . She was admitted for a week, during which time DO vagiDal discharge was seen. A month later the discharge recurred and she was sent to St. Mary's Hospital, Paddington, where she was said to have passed many fleshy fibrinous pieces. The Pathological Department of St. Mary's reported these as consisting of " organized fibrin with diffuse cellular infiltration, mostly small lymphocytes ". The patient was treated with flavine douches and protargol. The discharge ceased for two weeks, then recurred profusely, with the passage of many more fibrinous pieces, and the child was readmitted to the Princess Louise Hospital. There she developed nasal diplitheria and was transferred to the Western Fever Hospital.
During the next three years the discharge recurred intermittently, and is described as being profuse and milky and occasionally tinged with blood.
In 1933 an erysipeloid rash developed on the buttocks, and during the winter months the discharge became, at times, very severe. In January 1934, the child was taken to see Mr. 0. Addison at Great Ormond Street Hospital for Sick Children, and was admitted for examination under an anassthetic. The vagina, except for slight redness, was normal. Cystoscopy showed nothing; rectally there was nothing abnormal; bimanual examination showed that the uterus was not enlarged; it was only just palpable. Pathological report on the fleshy fibrinous clots passed with the milky discharge: Section shows homogenous masses resembling fibrin and old blood, the whole being infiltrated with leucocytes, mostly lymphocytes. No evidence of cyst or polypus formation." Bacteriological report:
"No organisms seen."
The mother says that the child was free from discharge for months at a time and then suddenly the profuse discharge, milky in nature, would return for a few weeks, more often in the winter than in the summer. She has had measles, whooping-cough and chicken-pox during the last three years. The tonsils have been removed. She has had severe attacks of high fever accompanied on many occasions by an erysipeloid rash, beginning on the buttocks.
In Dr. Parkes Weber, in consultation, suggested that there might be some communication of the uterus with a cystic lymphangioma and considered the problem similar to that of a non-parasitic chyluria. There has never been chyluria either in hospital or in her home. On this assumption I opened the abdomen. There was slight cystic enlargement of both ovaries (not pathological). The uterus was infantile. No lymphangioma was discoverable in the lumbar region or broad ligament or uterovesical pouch. The appendix was removed and the abdomen closed. A week later she developed another attack of cellulitis of the buttock which quickly yielded to injections of milk. She left hospital on the nineteenth day after operation.
On May 22, 1934, however, she returned worse than ever. The milky fluid was pouring out of the vagina a drop per minute and it was possible to collect a large quantity by the simple procedure of placing a lipped vessel against the vaginal margin. Dr. Elworthy reported on this fluid as follows: " No cream forms on standing and very little deposit; only an occasional red blood-cell and ectodermal cell could be found in the fluid. Lymphocytes are present in fair numbers. No flagellates-the fatty particles are very small in size and could be cleared with ether. Cells of a secretory nature were not noted." Report by Dr. Archer, in charge of the Biochemical Department: "The milk-like fluid is alkaline in reaction. Microscopically there is fat in a very finely divided form; this fat could be easily extracted with ether. Protein is present. The fluid has typical characteristics of chyle." A Sudan III test confirmed the characteristics of chyle. There was no chyluria.
The discharge continued, the child passing as much as two pints of chyle a day. On June 1, 1934, under avertin, I could see it pouring out of the external os uteri. A sound was passed into the uterus and from that day the profuse discharge has ceased and only very occasionally have fibrinous masses been passed. Is it possible that the sound occluded a discharging lymphatic or altered its nervous supply ?
The child has had several further attacks of cellulitis. She has begun to menstruate: the breast and hair development is normal.
Discussion.
There seems little doubt that the discharge is due to the circulation of organisms or their toxins which cause, or have caused, partial occlusion in the lymph-tracts of the posterior abdominal wall, resulting in retrograde dilatation of the tributary lymphatics in the uterus and broad ligaments. These tributaries, from time to time, have ruptured, owing to over-distension, giving rise to metrochylorrbcea or chylous metrorrhoea.
A This was in a girl aged 17 who had never been in the tropics and who suffered from intermittent chyluria and hmmatochyluria. The urine obtained by ureteric catheterization from the right and left kidneys was free from protein and was not milky, but cystoscopically, Mr. Girling Ball observed, just below the right ureteric orifice, a minute hole in the bladder wall from which milky fluid was exuding.
Occasionally the patient passed white or pinky fibrinous clots per urethram exactly as my patient did per vaginam. Mr. Girling Ball opened the abdomen, but beyond definite evidence of old peritonitis, no signs whatever could be found of gross obstruction of the lymphatics. The subsequent history of this case is not noted.
With regard to the patient now shown, it will be of interest to lollow up the case. It is now over two years since there was any recurrence of metrochylorrhaea or cellulitis. The right thigh is now only 11 in. larger in circumference than the left and is in that condition called elephantiasis nostras.
I am indebted to the Registrars of the Princess Louise, St. Mary's, Paddington, and Great Ormond Street Hospitals for Sick Children, for extracts from the casesheets of this patient.
Dr. F. PARKES WEBER said he was glad to have heard the account of this case and to have seen the patient. He agreed with the diagnosis, but would prefer the title " Intermittent chylous metrorrhbea." The case appeared to be, as yet, unique, but there was no reason why the uterine canal should be altogether exempt from the development of a lymphatic fistula, and if a lymphatic vessel should rupture into the uterus, chyle would be poured out, owing to the free communication with the mesenteric lymphatics which contained chyle. This case of chylous metrorrhcea seemed really to be analogous to the case of chyluria " nostras " shown by Dr. H. Morley Fletcher at the Clinical Section of the Royal Society of Medicine in the autumn of 1929, in the discussion about which he (Dr. Weber) had taken part. In both cases he had suggested that the cause was the rupture (with resulting fistulous opening) of a lymphatic vessel connected with some kind of lymphangioma. Though no lymphangioma had been found in either case, he still suggested that the cause was an abnormal development (malformation) of the local lymphatics, if not a developmental kind of lymphangioma. He thought that the recurrent lymphangitic attacks were secondary tonot the cause of-the lymph-vessel fistula. But these lymphangitic attacks were doubtless the cause of the enlargement of the right thigh (obstruction in the lymph-circulation resulting from the inflammatory attacks). The lymphatic fistula had closed on previous occasions, but he hoped that the present closure would persist.
A Case of Primary Carcinoma of the Fallopian Tube. -ALICE BLOOMFIELD, F.R.C.S.
Mrs. S., referred to me by Dr. Woods Brown of Wallington, was admitted to the South London Hospital 29.10.35, complaining of irregular blood-stained vaginal discharge since February 1935, and continuous for the past three months.
The patient, a widow, aged 57, was a rather pale, nervous woman, but appeared well otherwise. There had been one full-term pregnancy-normal-twenty-six years
